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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BRISTOL NURSING HOME D oTor N avees
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s ;
N 000 Initial Comments + N 000
Complaint investigation #30606 was completed at
- Bristol Nursing Home on Qctober 16, 2012. No
deficiencies were cited under Chapter 1200-8-6,
Standards for Nursing Homes.
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